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EXECUTIVE SUMMARY 
 
In 2006, 1,161 children died in Arizona.  The Arizona Child Fatality Review Teams 
reviewed every one of these deaths and determined that 454 of them could have been 
prevented.  The percentage of child deaths that were preventable increased from 34 
percent in 2005 to 39 percent in 2006.  The most common factors contributing to 
preventable child deaths were drugs and/or alcohol, followed by lack of supervision of 
children, and lack of vehicle restraints. 
 
Twelve percent of all child deaths in 2006 were associated with the use of drugs and/or 
alcohol, and substance use contributed to 46 percent of homicides, 35 percent of 
suicides, and 22 percent of accidental deaths.   
 
The percentage of deaths due to accidents increased in 2006.  Twenty-three percent of 
child deaths in 2006 were due to accidents, and the teams concluded that 96 percent of 
these deaths were preventable.  The most common cause of these accidental deaths 
was motor vehicle crashes, which claimed 164 children’s lives.  There was a seven 
percent increase in motor vehicle crash deaths among children ages one through four 
years during 2006.  Children ages one through four years also had the highest number 
of pedestrian deaths (n=12), and 75 percent of the children in this age group were 
struck by trucks or sport utility vehicles.  This raises concerns of reduced visibility with 
high profile vehicles.
 
Deaths due to suicide increased from 36 in 2005 to 48 in 2006, and the percentage of 
all Arizona child deaths due to suicide increased from three percent in 2005 to four 
percent in 2006.  Access to firearms and lack of mental health treatment were the most 
commonly identified preventable factors in these deaths.  Only three of the children who 
committed suicide in 2006 were known to have been on medication for mental illness at 
the time of death, and only eight children were known to have been receiving mental 
health services at the time of death.  
 
The percentage of all child deaths that were due to maltreatment increased from four 
percent in 2005 to five percent in 2006.  There were 60 maltreatment deaths identified 
by the teams in 2006 compared to 50 in 2005.  In 50 percent of the maltreatment deaths 
in 2006, drugs and/or alcohol problems were identified, including 19 deaths that were 
associated with methamphetamines.  Eighty-eight percent of the children who died due 
to maltreatment were living with their parents at the time of their deaths.  For 65 percent 
of maltreatment deaths, there was no evidence of any reports to Arizona Child 
Protective Services prior to the fatal maltreatment.  In 2006, nine infants died due to 
Shaken Baby Syndrome.  This is the highest number of Shaken Baby Syndrome deaths 
ever reported by the teams and is three times higher than the number reported in 2005.      
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Access to firearms was an important factor contributing to child deaths in 2006.  The 
firearm-related deaths increased from 43 in 2005 to 60 in 2006.  Firearms accounted for 
five percent of all child deaths in 2006 and four percent of child deaths in 2005.  
 
Another important factor contributing to child deaths was unsafe sleep environments.  In 
2006, 90 previously healthy infants died unexpectedly, and in 90 percent of these 
deaths, unsafe sleeping environment was identified as a contributing preventable factor. 
 
 
Summary of Key Findings 
 

 39 percent of children’s deaths could have been prevented. 
 
 The percentages of deaths among African American, American Indian, and 

Hispanic children were higher than their proportions of the Arizona population.  
 

 Drugs and/or alcohol contributed to 12 percent of all child deaths in Arizona 
during 2006 (n=140).  

 
 Substance use was a contributing factor in 46 percent of homicides, 35 percent 

of suicides, and 22 percent of accidental deaths. 
 

 164 children died in motor vehicle crashes.  Of these deaths, 96 percent could 
have been prevented (n=157).  The most common contributing factors were lack 
of vehicle restraints and excessive driving speeds.   

 
 48 children committed suicide in Arizona during 2006.  Twelve of these children 

were younger than 15 years old (25 percent).   
 

 60 children died as a result of firearm-related injuries, compared to 43 firearm-
related deaths in 2005.   

 
 60 children died as the result of maltreatment.  Seventy-seven percent of 

maltreatment deaths were of children younger than six years old (n=46). 
 
 
Program Successes and Updates 
 
Some of the past recommendations of the program have now become reality.  For 
example, because of concerns regarding deaths associated with unsafe sleep 
environments, Child Protective Services developed a safe sleep brochure to disperse to 
families.  Statewide concern for teen motor vehicle crashes resulted in graduated 
driving license requirements, which will become effective in 2008.  The program has 
also recommended increased supervision of children around water and pool fencing.  In  
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2006, Maricopa County drowning deaths among children younger than five years of age 
dropped to the lowest rate since the state started tracking the problem, and child deaths 
in Maricopa County swimming pools also dropped to the lowest rate on record.   
 
During this reporting period, Arizona’s Child Fatality Review Teams began participating 
in the Child Death Review Case Reporting System through the National Center for Child 
Death Review.  In an effort to standardize reporting of child fatalities across states, the 
Arizona local review teams used a reporting tool developed by the National Center for 
the first time in 2006.  This new reporting tool was developed in collaboration with child 
fatality review programs across the nation and enables comparison of Arizona fatality 
data with other states.  In addition, this comprehensive information facilitates better 
understanding of the circumstances surrounding child deaths and can ultimately be 
used to develop strategies to reduce child deaths in Arizona. 
 
Child Fatality Review Program staff members have also participated in efforts to 
improve the National Child Death Review Reporting System, including development of a 
program to interpret data coding. 
 
 
Looking Forward 
 
Funding for the Arizona Child Fatality Review Program has not increased since its 
inception in 1993, and because of this, the program will no longer be able to review all 
child deaths.  The State Child Fatality Review Team has directed the local teams to 
continue to review deaths due to suicide, homicide, and accidents in 2007, but deaths 
due to natural causes, other than SIDS or undetermined causes, will generally not be 
reviewed. 
 
Because not all deaths will be reviewed in 2007, we will no longer be able to report on 
the total number of maltreatment deaths.  In addition, we will not be able to accurately 
compare 2007 deaths with prior years, determine the total number of deaths that are 
preventable, or identify all of the preventable risk factors.  Deaths due to prematurity, 
which accounted for 25 percent of child deaths in 2006, will no longer be reviewed.  
Valuable information (e.g. maternal substance abuse, access to prenatal care) which 
could be used to prevent these deaths will not be available to the state or community 
members.  The team hopes that the community and policy makers recognize the value 
of reviewing all child deaths annually and advocate for additional funding.  This will 
enable the program to resume reviewing all deaths in 2008 and further improve the 
program. 
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Recommendations 
 
This year, the major recommendation is to increase funding for the program.  Since its 
inception 13 years ago, the Arizona Child Fatality Review Program has included 
recommendations to reduce child deaths in its annual report.  If additional funding is 
identified, we may once again be able to review all child deaths in Arizona in 2008.  
 
Additional recommendations are: 
 

 Increase funding for substance abuse treatment programs for both adults and 
children. 

 
 Increase public awareness of the dangers associated with underage 

consumption of alcohol and illegal drug use. 
 

 Develop comprehensive educational campaigns designed to prevent pedestrian 
motor vehicle deaths.  

  
 Encourage the use of motor vehicle restraints by education, enforcement, and 

enactment of legislation that supports primary enforcement for seatbelts and 
child booster seats.  

 
 Improve access to mental health services for children and educate parents and 

teachers on the warning signs of suicide. 
 

 Encourage hospitals, medical examiners, law enforcement agencies, and others 
to report to Child Protective Services all child deaths for which there are 
suspicions of maltreatment.  

 
 Educate parents and other caregivers on safe sleep environments for infants. 
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INTRODUCTION 
 
 
The Arizona Child Fatality Review Program was created in 1993 (A.R.S. § 36-342, 36-
350-4) and data collection began in 1994.  A statewide team was mandated by statute 
to provide oversight of the program, develop the data collection system, and produce an 
annual report summarizing the findings.  The state team approves the development of 
each local team that is responsible for reviewing the child deaths in their own 
communities.  The state team also provides necessary support and training for local 
team members.  By statute, the state team includes representatives of the Arizona 
Chapter of the American Academy of Pediatrics, Indian Health Service, American Indian 
agencies, law enforcement, a prosecuting attorney’s office, a county health department, 
a military advocacy program, child protective services, and a county medical examiner’s 
office. 
 
The statute also outlines the composition of each local team.  These teams must 
include local representatives from child protective services, the county medical 
examiner’s office, the county health department, law enforcement, and the county 
prosecuting attorney’s office.  Other team members include a pediatrician or family 
physician, a psychiatrist or psychologist, a domestic violence specialist, and a parent. 
 
When a child dies in Arizona, a copy of the death certificate is sent to the local Child 
Fatality Review Team. The local team then requests the child’s autopsy report, hospital 
records, child protective services records, law enforcement reports, and any other 
relevant documents that may provide insight in the child’s death.  If the child was 
younger than one year of age at the time of death, the birth certificate is also reviewed.  
Legislation requires that hospitals and state agencies release this information to the 
Arizona Child Fatality Review Program’s local teams.  Team members are required to 
maintain confidentiality and are prohibited from contacting the child’s family. 
 
After reviewing all the documents, the local team completes a standardized Child Death 
Review Case Report that includes extensive information regarding the circumstances 
surrounding the death.  The Case Report was created by the National Maternal and 
Child Health Center for Child Death Review.  Local Child Fatality Review Teams review 
deaths throughout the year and must submit all reviews to the state team by August 15th 
of the following year.  This deadline is necessary so that the State Child Fatality Review 
Team can prepare the annual report, which is published each November.  If a team has 
not completed a review by the August 15th deadline, the death will not be included in the 
published report.  The Arizona Department of Health Services and Arizona State 
University provided professional and administrative support for the teams. 
 
This is the fourteenth annual report issued by the Child Fatality Review Program.  Each 
year the program has made recommendations regarding the prevention of child deaths.  
These recommendations are based on evidence and have been used to educate the  
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community, initiate legislative action, and develop prevention programs.  Because these 
reviews are completed by a multidisciplinary team of well-respected professionals, the 
team’s recommendations are often adopted.  In addition, the program provides a unique 
opportunity to determine the success of prevention programs and legislative actions by 
measuring outcomes over time.  The program is able to assess if money spent on 
prevention is achieving the desired results and whether or not interventions should 
continue.   
 

DEMOGRAPHICS 
 
 
During 2006, there were 1,161 fatalities among children younger than 18 years in 
Arizona.  Child Fatality Review Teams located throughout Arizona reviewed all deaths 
that occurred in 2006.  Males accounted for 57 percent of deaths (n=656) and females 
accounted for 43 percent (n=504).  One death was of a neonate of unknown gender.  
More males died in each age group, except for 10 through 14 years, where an equal 
number of boys and girls died.  Figure 1 shows deaths among children by age group 
and gender. 
 

Figure 1.  Deaths Among Children Birth Through 17 Years by Age 
Group and Gender, Arizona 2006 (n=1,161)
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The largest percentage of deaths was among children less than 28 days old (37 
percent, n=440); 18 percent of deaths were among children 28 days through 365 days 
old (n=206); 13 percent were one through four years old (n=153); six percent were five  
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through nine years old (n=64); eight percent were 10 through 14 years old (n=92); and 
18 percent were 15 through 17 years old (n=206).  Figure 2 shows deaths among 
children by age group.   
 

Figure 2.  Deaths Among Children by Age Group, 
Arizona 2006 (n=1,161)
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Forty-two percent of child deaths were among Hispanics (n=505); 37 percent were 
among Non-Hispanic Whites (n=424); ten percent were among American Indians 
(n=111); nine percent were among African Americans (n=102); and two percent were 
among Asians (n=19).  Figure 3 shows deaths among children by race/ethnicity. 
 

Figure 3.  Deaths Among Children Birth Through 17 
Years by Race/Ethnicity, Arizona 2006 (n=1,161)
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Deaths were over-represented among African American children, who comprised five 
percent of the population in Arizona, but nine percent of the fatalities.  American Indian 
children were also over-represented among child fatalities, comprising seven percent of 
the population and ten percent of deaths.  Hispanic children accounted for 39 percent of  
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the population and 42 percent of child fatalities.  Figure 4 shows deaths among children 
by race/ethnicity compared to population percentages.   
 

Figure 4.  Deaths Among Children by Race/Ethnicity 
Compared to Population, Arizona 2006
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The percentage of deaths in each county was similar to the percentage of children 
residing in that county.  Seventy-one of the children who died in Arizona were residents 
of other states or countries.  Table 1 shows deaths among children by county of 
residence.   
 
  

Table 1.  Deaths Among Children by County of Residence, Arizona 2006 (n=1,161) 
County of Residence Number of Deaths Percent of Deaths Percent of Population 
Apache 17 1% 2% 
Cochise 28 2% 2% 
Coconino 26 2% 2% 
Gila 6 <1% 1% 
Graham 8 <1% 1% 
Greenlee 1 <1% <1% 
La Paz 3 <1% <1% 
Maricopa 664 57% 59% 
Mohave 28 2% 2% 
Navajo 25 2% 2% 
Pima 147 13% 14% 
Pinal 62 5% 4% 
Santa Cruz 9 <1% <1% 
Yavapai 33 3% 3% 
Yuma 33 3% 3% 
Outside Arizona 71 6% -- 
Total 1,161 100%  
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CHILD FATALITY REVIEW FINDINGS 
 
 
Cause and Manner of Child Fatalities 
 
Cause of death refers to the injury or medical condition that resulted in death (e.g. 
firearm-related injury, pneumonia, cancer).  Manner of death is not the same as cause 
of death, but specifically refers to the intentionality of the cause.  For example, if the 
cause of death was a firearm-related injury, the manner of death may have been 
intentional or unintentional.  If it was intentional, the manner of death was suicide or 
homicide.  If it was unintentional, the manner of death was an accident.  In some cases, 
there was insufficient information to determine the manner of death, even though the 
cause was known.  It may not have been clear that a firearm death was due to an 
accident, suicide, or homicide, and in these cases, the manner of death was listed as 
undetermined.  Manners of death include: 

 natural (e.g. cancer) 
 accident (e.g. unintentional injury) 
 homicide (e.g. intentional firearm-injury during gang violence) 
 suicide (e.g. self-inflicted fatal injuries) 
 undetermined. 

 
In addition to reviewing medical examiner reports, Child Fatality Review Teams also 
review records from hospitals, emergency departments, law enforcement, Child 
Protective Services, and other sources.  As a result of this comprehensive, 
multidisciplinary approach, the team’s determination of cause and manner sometimes 
differs from those recorded on the death certificate.  
 
Natural deaths accounted for 64 percent of all child deaths during 2006 (n=743); 23 
percent of child deaths were accidents (n=270); five percent were homicides (n=63); 
four percent were suicides (n=48); and three percent were of undetermined manner 
(n=37).  Figure 5 shows deaths among children by manner. 
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Figure 5.  Deaths Among Children Birth Through 
17 Years by Manner, Arizona 2006 (n=1,161)
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The distribution of manner of death varied by age group.  Deaths among infants were 
primarily due to natural causes, while accidental deaths were more common for older 
children and adolescents.  Homicide occurred in all age groups except for children ages 
five through nine years.  Suicide primarily occurred in the 15 through 17 year age group, 
but occurred in children as young as nine years old.  Figure 6 shows manner of child 
deaths by age group. 
 

Figure 6.  Manner of Childhood Fatalities by Age Group, 
Arizona 2006 (n=1,161)
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There was an increase in the percentages of deaths due to accidents and suicides and 
a decline in natural deaths in 2006.  Table 2 shows deaths among children by manner 
for 2005 and 2006. 
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Table 2.  Deaths Among Children Birth Through 17 Years by 

Manner, Arizona 2005-2006 
Manner 2005 2006 
Natural 765 67% 743 64% 
Accident 253 22% 270 23% 
Homicide 58 5% 63 5% 
Suicide 36 3% 48 4% 
Undetermined 36 3% 37 3% 
Total 1,148  1,161  

 
 
There were 294 deaths due to prematurity in 2006 and 29 deaths due to Sudden Infant 
Death Syndrome (SIDS).  There were 164 motor vehicle-related deaths and 31 
drownings.  The leading cause of both homicides and suicides was firearms.  Table 3 
shows deaths among children by cause and manner. 
 
 

Table 3.  Deaths among Children Birth Through 17 Years by  
Cause and Manner, Arizona 2006 (n=1,161) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Medical*    422 4 426 
Prematurity    294  294 
Motor vehicle 
crash 

164     164 

Firearm injury 11 26 22  1 60 
Suffocation 30 2   2 34 
Drowning 31     31 
SIDS    27 2 29 
Blunt force 
trauma 

2 23 1   26 

Hanging   22  1 23 
Undetermined  4   18 22 
Other non-
medical 

3 6   5 14 

Poisoning 4 2 3  2 11 
Fire/burn 9     9 
Exposure 9     9 
Fall/crush 7    2 9 
Total 270 63 48 743 37 1,161 
*Excluding SIDS and prematurity 

 
 
Motor vehicle crash deaths increased by two percent in 2006 compared to 2005.  There 
were also slight increases in the percentages of deaths due to firearms and suffocation 
in 2006, and small declines in the percentages of child deaths due to SIDS, poisoning, 
fire/burns, and exposure.  Table 4 shows deaths among children by cause for 2005 and 
2006.   
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Table 4.  Deaths Among Children Birth Through 17 Years by 

Cause, Arizona 2005-2006 
Cause 2005 2006 
Medical* 439 38% 426 37% 
Prematurity 287 25% 294 25% 
Motor vehicle crash 134 12% 164 14% 
Firearm injury 43 4% 60 5% 
Suffocation 28 2% 34 3% 
Drowning 35 3% 31 3% 
SIDS 37 3% 29 2% 
Blunt force trauma 23 2% 26 2% 
Other non-medical 19 2% 23 2% 
Hanging 18 2% 23 2% 
Undetermined 27 2% 22 2% 
Poisoning 19 2% 11 1% 
Fire/burn 20 2% 9 1% 
Exposure 19 2% 9 1% 
Total 1,148  1,161  
*Excluding SIDS and prematurity 

 
 
 

PREVENTABLE DEATHS 
 
 
Child Fatality Review Teams consider a child’s death preventable if something could 
have been done (by an individual such as the caretaker or supervisor, or by the 
community as a whole) that would have prevented the death.  Child Fatality Review 
Teams determined that 454 of child deaths in 2006 were preventable (39 percent).  This 
was an increase from 2005, when 34 percent of deaths were determined to have been 
preventable (n=388).  Figure 7 shows deaths among children by preventability. 
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Figure 7.  Deaths Among Children by 
Preventability, Arizona 2006 (n=1,161)
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Ninety-five percent of accidental deaths were preventable (n=256); 100 percent of 
homicides were preventable (n=63); and 96 percent of suicides were preventable 
(n=46).  Only nine percent of natural deaths were determined to have been preventable 
(n=69).  Figure 8 shows preventable deaths by manner. 
 

Figure 8.  Preventable Deaths Among Children by Manner, 
Arizona 2006 (n=454)
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Preventability also varied by age group.  Children younger than one year had the lowest 
percentage of preventable deaths.  For children older than one year, at least half of the 
deaths in each age group were determined to have been preventable.  The highest 
percentage of preventable deaths was among children ages 15 through 17 years (84 
percent, n=173).  Figure 9 shows preventable deaths among children by age group. 
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Figure 9.  Preventable Deaths Among Children by Age Group, 
Arizona 2006 (n=454)

8%

35%

52% 55%
62%

84%

0%

20%

40%

60%

80%

100%

<28 Days
(n=37)

28-365 Days
(n=73)

1-4 Years
(n=79)

5-9 Years
(n=35)

10-14 Years
(n=57)

15-17 Years
(n=173)

P
er

ce
nt

 o
f P

re
ve

nt
ab

le
 D

ea
th

s

 
 
During the review of each child’s death, teams identify factors believed to have 
contributed to the death.  Although the presence of a contributing factor typically led to 
the determination that a death was preventable, this was not always the case.  For 
example, the team might have concluded that an unsafe sleep environment (e.g. infant 
left sleeping on a couch) was a contributing factor in an unexpected infant death.  
However, the team may not have had sufficient information (e.g. autopsy report, 
adequate scene investigation) to determine if the death could have been prevented.   
 
Among the 454 deaths determined to have been preventable, drugs and/or alcohol was 
identified as a contributing factor for 130 fatalities (29 percent).  Lack of supervision was 
a contributing factor for 97 preventable child deaths (21 percent), and lack of vehicle 
restraints was a contributing factor for 92 preventable deaths (20 percent).  More than 
one factor may have been identified for each death.  Figure 10 shows contributing 
factors among child deaths.  This figure also shows (in yellow) how many additional 
deaths were identified for each contributing factor, regardless of preventability.  For 
example, drugs and/or alcohol contributed to ten deaths that were not determined to 
have been preventable.  Lack of supervision contributed to 97 preventable deaths and 
101 deaths total.  Unsafe sleep environment was a factor in 81 infant deaths (43 deaths 
were preventable).  Unsafe sleep position was a factor in 45 infant deaths (23 deaths 
were preventable), and co-sleeping was a factor in 34 deaths (25 deaths were 
preventable).      
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Figure 10.  Contributing Factors Among Child Deaths, 
Arizona 2006
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SUBSTANCE USE 
 
 
Substance use (including illegal drugs, prescriptions drugs, and alcohol) was involved in 
140 child deaths in Arizona during 2006, which accounted for 12 percent of all child 
deaths.  Drugs and/or alcohol was identified as a contributing factor for 130 preventable 
fatalities.  In 2005, drugs and/or alcohol was involved in 11 percent of child deaths 
(n=131).   

16 



 

In 2006, substance use contributed to 46 percent of homicides (n=29), 35 percent of 
suicides (n=17), 24 percent of deaths for which manner could not be determined (n=9), 
and 22 percent of accidents (n=59).  Three percent of natural deaths were found to 
have substance use as a contributing factor (n=26).  Examples of natural deaths 
affected by substance use include deaths for which prenatal drug abuse was identified, 
parents whose substance use negatively impacted the quality of care or supervision, 
and children whose health was harmed by exposure to drugs in the home.  Figure 11 
shows child deaths involving drugs and/or alcohol by manner. 
 

Figure 11.  Child Deaths Among Children 
Involving Drugs and/or Alcohol by Manner, 

Arizona 2006 (n=140)
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Motor vehicle crashes accounted for 27 percent of child deaths involving drugs and/or 
alcohol (n=38), and firearms accounted for 18 percent (n=25).  Twenty deaths involving 
drugs and/or alcohol were due to prematurity (14 percent).  Table 5 shows child deaths 
involving drugs and/or alcohol by cause and manner.  
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Table 5.  Child Deaths Involving Drugs and/or Alcohol by Cause and Manner,  

Arizona 2006 (n=140) 
Cause Accident Homicide Suicide Natural Undetermined Total 
Motor vehicle 
crash 

38     38 

Firearm injury 3 14 8   25 
Prematurity    20  20 
Blunt force trauma 1 9 1   11 
Suffocation 7 2    9 
Poisoning 4 1 2   7 
Hanging 1  6   7 
Other non-medical     5 5 
Medical*    5  5 
Undetermined     4 4 
Stabbing  3    3 
Drowning 3     3 
Exposure 1     1 
Fire/burn 1     1 
SIDS    1  1 
Total 59 29 17 26 9 140 
*Excluding SIDS and prematurity 
 
 
Although drugs and/or alcohol was determined to have been a contributing factor for 
child deaths of males and females in all age groups, adolescent males ages 15 through 
17 years accounted for over one-third of substance use-related deaths (38 percent, 
n=53).  Figure 12 shows child deaths involving substance use by gender and age group.   
 

Figure 12.  Child Deaths Involving Substance Use by 
Gender and Age Group, Arizona 2006 (n=140)
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The individual who used the substance may have been the parent, child, an 
acquaintance of the child or family, a relative, or a stranger.  For example, if the child 
was a passenger in a car hit by an intoxicated driver of another car, the individual who 
used the substance is classified as “stranger.”  In some deaths, more than one 
individual may have been using drugs and/or alcohol.  Figure 13 shows child deaths 
involving drugs and/or alcohol by substance user.  
  

Figure 13.  Child Deaths Involving Drugs and/or Alcohol 
by Substance User, Arizona 2006
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Of the 58 children whose own drug and/or alcohol use contributed to their deaths, 43 
were males (74 percent).  Among children ages 15 years and younger, there were more 
females whose substance use contributed to their deaths.  There were higher numbers 
of males whose substance use contributed to their deaths among children ages 16 and 
17 years.  Figure 14 shows the age group and gender for children whose own 
substance use contributed to their deaths. 
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Figure 14.  Age Group and Gender for Children Whose 
Own Substance Use Contributed to Their Deaths, 

Arizona 2006 (n=58)
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Alcohol contributed to five percent of all child deaths during 2006 (n=64), and marijuana 
was involved in four percent of all child deaths (n=43).  Methamphetamine was a factor 
in four percent of child deaths (n=43).  Multiple substances may have contributed to a 
single death.  Figure 15 shows the substances that contributed to child deaths in 
Arizona during 2006.  
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Figure 15.  Substances That Contributed to Deaths 
Among Children, Arizona 2006
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MOTOR VEHICLE FATALITIES 
 
 
In 2006, 164 children died as the result of motor vehicle crashes in Arizona (14 percent 
of child fatalities) compared to 134 motor vehicle fatalities among children in 2005 (12 
percent of child fatalities).  As in previous years, motor vehicle crashes were the leading 
cause of preventable deaths.  The majority of motor vehicle-related deaths in 2006 were 
among males (54 percent, n=85) and 48 percent were among females (n=79).  Forty-
two percent of deaths were among Hispanic children (n=69); 41 percent were among 
White Non-Hispanics (n=67); 12 percent of deaths were among American Indians 
(n=20); and five percent were among other races/ethnicities (n=9).  
 
The number of children ages one through four years who died in motor vehicle crashes 
increased from 19 in 2005 to 34 in 2006.  Adolescents, 15 through 17 years, accounted 
for half of child motor vehicle crash deaths (n=83).  Two infants died as a result of in  
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utero trauma during motor vehicle accidents.  Figure 16 shows motor vehicle-related 
fatalities among children by age group.   
 

Figure 16.  Motor Vehicle-Related Fatalities Among 
Children by Age Group, Arizona 2006 (n=164)

15-17 Years
50% (n=83)

10-14 Years
13% (n=21)

5-9 Years
14% (n=23)

1-4 Years
21% (n=34)

<1 Year
2% (n=3)

 
 
There were 112 children who died as passengers of motor vehicles (68 percent); 25 
children were driving motor vehicles (15 percent); 21 children were pedestrians (13 
percent); and three children were on bicycles (two percent).  For three children who died 
in motor vehicle crashes, their exact locations in the vehicles were unknown (two 
percent).  Figure 17 shows motor vehicle-related fatalities among children by age group 
and location of the child. 
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Figure 17.  Motor Vehicle-Related Fatalities Among Children by 
Age Group and Location, Arizona 2006 (n=164)
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Seven of the 21 pedestrians were in driveways when they were struck by motor 
vehicles, and five pedestrians were struck while in parking areas.  Children ages one 
through four years had the highest number of pedestrian deaths (n=12).  Nine children 
in this age group were struck by trucks or sport utility vehicles (75 percent).  This raises 
concerns of reduced visibility with high profile vehicles.     
 
Among the 112 passengers, 53 percent were located in the back seat (n=60); 26 
percent were in the front seat (n=30); four percent were riding in truck beds (n=4); and 
three percent were in the back of a vehicle with removed seats (n=3).  Figure 18 shows 
motor vehicle-related fatalities by child’s location in the vehicle. 

23 



 

 

Figure 18.  Child Passengers in Motor Vehicle-Related 
Fatalities by Location in Vehicle, Arizona 2006 (n=112)
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There were 43 child deaths caused by motor vehicle rollovers.  For eight of these 
rollovers, the child who died was the driver of the vehicle.  Fifteen rollovers occurred on 
rural roads (35 percent).  Thirty-nine percent of rollovers occurred in cars (n=17), and 23 
percent occurred in sport utility vehicles (n=10).  Table 6 shows vehicle types involved 
in fatal rollovers during 2006.   
 
 

Table 6.  Fatal Rollovers by Vehicle Type,  
Arizona 2006 (n=43) 

Vehicle type Number Percent 
Car 17 39% 
Sport utility vehicle 10 23% 
Truck 9 21% 
All terrain vehicle 3 7% 
Van 2 5% 
Unknown 2 5% 
Total 43  

   
 
Preventable Factors for Motor Vehicle Fatalities 
 
Ninety-six percent of motor vehicle fatalities were determined to have been preventable 
(n=157).  Lack of vehicle restraints was identified as a preventable factor for more than 
half of motor vehicle crash fatalities among children (56 percent, n=92).  For 54 deaths, 
excessive speed was a contributing factor (33 percent), and for 41 deaths, reckless 
driving was identified as a contributing factor (25 percent).  Table 7 shows preventable 
factors for motor vehicle fatalities among children in Arizona during 2006. 
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Table 7.  Preventable Factors for Motor Vehicle Fatalities Among 

Children, Arizona 2006 
Factor* Number Percent 

Lack of vehicle restraint 92 56% 
Excessive driving speed 54 33% 
Reckless driving 41 25% 
Drugs/alcohol 38 23% 
Lack of supervision 33 20% 
Driver distraction 28 17% 
Driver inexperience 26 16% 
Lack of helmet 11 7% 
*More than one factor may have been identified for each death 

 
 

DROWNINGS 
 
 
In 2006, there were 31 deaths among children due to accidental drownings, which 
accounted for three percent of all child deaths during the year.  In 2005, there were 32 
accidental drowning fatalities among children (three percent).  Forty-eight percent of the 
deaths in 2006 were among males (n=15), and 52 percent were among females (n=16).  
Forty-two percent of drowning deaths were among White, Non-Hispanic children (n=13); 
39 percent were among Hispanics; and 19 percent were among other races/ethnicities 
(n=6).  Slightly more than half of child drowning fatalities were among children ages one 
through four years (51 percent, n=16).  Figure 19 shows accidental drowning fatalities 
among children by age group. 
 

Figure 19.  Accidental Drowning Fatalities Among 
Children by Age Group, Arizona 2006 (n=31)
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Fourteen drowning fatalities occurred in pools; 13 occurred in open water; and three 
occurred in bathtubs or hot tubs.  Eleven children who died in open water locations were 
not wearing personal flotation devices (85 percent) even though 61 percent of the  
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children did not know how to swim (n=8).  Nine children who drowned in pools, hot tubs, 
or spas were unable to swim.  Table 8 shows the locations of drowning fatalities in 
Arizona during 2006. 
 
 

Table 8.  Location of Child Drowning Fatalities, Arizona 2006 (n=31) 
Location Number Percent 

Pool 14 45% 
 Above-ground 3  
 In-ground 10  
 Wading 1  

Open water 13 42% 
 Lake 7  
 River 3  
 Canal 2  
 Wash 1  

Bathtub 2 7% 
Hot tub 1 3% 
Unknown 1 3% 
Total 31  

 
 
Pool drownings occurred in each age group, with the highest number among children 
ages one through four years (n=9).  This age group also had the highest number of 
open water drownings (n=5).  Figure 20 shows the location of drowning fatalities by age 
group.   

Figure 20.  Accidental Drowning Fatalities Among Children by 
Age Group and Drowning Location, Arizona 2006 (n=31)
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Preventable Factors for Child Drownings 
 
Ninety-four percent of child drownings were identified as preventable (n=29).  For the 
remaining three drownings, the preventability could not be determined.  Lack of 
supervision was the most commonly identified preventable factor in child drowning 
fatalities (81 percent, n=25), followed by access to pools (42 percent, n=13).  Lack of 
personal flotation devices contributed to 35 percent of drownings (n=11).  Table 9 
shows preventable factors for child drownings in Arizona during 2006.  
 
 

Table 9.  Preventable Factors for Child Drownings, Arizona 2006 
Factor* Number Percent 

Lack of supervision 25 81% 
Access to pool 13 42% 
Lack of personal flotation device 11 35% 
Drugs/alcohol 3 10% 
*More than one factor may have been identified for each death 

 

 

SUICIDES 
 
 
In 2006, there were 48 suicides among children in Arizona, which accounted for four 
percent of all child deaths.  In 2005, suicides accounted for three percent of all child 
deaths (n=36).  Sixty percent of the suicides in 2006 were among males (n=29) and 40 
percent were among females (n=19).  Fifty percent of suicides were among White, Non-
Hispanic children (n=24); 27 percent were among Hispanics (n=13); 19 percent were 
among American Indians (n=9); and four percent were among children of other 
races/ethnicities (n=2). 
 
The majority of suicides were among adolescents ages 15 through 17 years (75 
percent, n=36), but 25 percent were among children 14 years and younger (n=12).  In 
2005, 36 percent of the children who committed suicide were 14 years and younger 
(n=13).  The youngest child who committed suicide was nine years old.  Figure 21 
shows suicide among Arizona children during 2006 by age group. 
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Figure 21.  Suicides Among Children by Age 
Group, Arizona 2006 (n=48)
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Identification of children at risk for suicide can be difficult, and warning signs are not 
always recognized or taken seriously.  Sixteen children who took their own lives in 2006 
were known to have talked about suicide to others (33 percent); 13 children were known 
to have made prior suicide threats (27 percent); and seven children had made prior 
suicide attempts (15 percent).   
 
Only three children were known to have been on medication for mental illness at the 
time of their deaths (six percent).  Eleven children who committed suicide were known 
to have had prior mental health services (23 percent), but only eight children were 
known to have been receiving mental health services at the time of their deaths (17 
percent).  
 
Several issues were identified as possibly contributing to the children’s despondency.  
The most commonly identified issues were child’s involvement with drugs and/or alcohol 
(31 percent, n=15), recent argument or breakup with boyfriend/girlfriend (27 percent, 
n=13), and family discord (21 percent, n=10).  Table 10 summarizes issues identified in 
Arizona child suicide cases which may have affected the child’s mental health prior to 
death. 
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Table 10.  Issues that May Have Affected Child’s Mental Health 

Prior to Suicide, Arizona 2006 (n=48) 
Issue* Number Percent 

Child’s involvement with drugs/alcohol 15 31% 
Argument or breakup with boyfriend/girlfriend 13 27% 
Family discord 10 21% 
Argument with parents/caregivers 8 17% 
School failure 6 13% 
Physical/sexual abuse 5 10% 
Death (except suicide) of friend or relative 5 10% 
Parents’ divorce/separation 4 8% 
Problem with the law 4 8% 
Suicide by friend or relative 3 6% 
Victim of bullying 2 4% 
*More than one issue may have been identified for each death 

 
 
Firearms accounted for 46 percent of child suicides in Arizona during 2006 (n=22), and 
hanging accounted for an additional 46 percent (n=22).  The most common objects 
used in hanging suicides were ropes (35 percent, n=7), electrical cords (30 percent, 
n=6), or belts (25 percent, n=5).  Fifty-five percent of the strangulation/hanging suicides 
were among males (n=12) and 45 percent were among females (n=10).  Six percent of 
suicides were due to poisoning (n=3) and two percent were due to self-inflicted blunt 
force trauma (n=1).  Figure 22 shows suicides among children by cause of death.    
 

Figure 22.  Suicides Among Children by Cause 
of Death, Arizona 2006 (n=48)
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Cause of suicides varied by the age of the child.  Fifty percent of suicides among 
children younger than 15 years were the result of firearm injuries (n=6), and firearms 
accounted for 44 percent of suicides among children 15 years and older (n=16).  
Hanging was the cause of 33 percent of suicides among children younger than 15 years 
(n=4), and comprised 50 percent of suicides among children 15 years and older (n=18).  
Figure 23 shows suicides among children by cause and age group.   
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Figure 23.  Suicides Among Children by Cause and Age 
Group, Arizona 2006 (n=48)
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Cause of suicide also varied by gender.  Females were more likely to have committed 
suicide by hanging, whereas males were more likely to have used firearms.  Among 
females, 53 percent of suicides were due to hanging (n=10), and among males, hanging 
accounted for 41 percent of suicides (n=12).  Firearms were used in 42 percent of 
suicides among females (n=8) and 48 percent of suicides among males (n=14).  Figure 
24 shows suicides among children by cause and gender.   
 

Figure 24.  Suicides Among Children by Cause and 
Gender, Arizona 2006 (n=48)
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Firearms were used in 22 child suicides during 2006.  There were six firearm-related 
suicides among children ages 10 through 14 years (55 percent of the total suicides for 
this age group).  There were 16 firearm-related suicides among children ages 15 
through 17 years (44 percent of the total suicides for this age group).   
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Handguns accounted for the majority of firearm-related suicides among children in 2006 
(64 percent, n=14), followed by hunting rifles (27 percent, n=6) and shotguns (nine 
percent, n=2).  The majority of firearms belonged to parents, step-parents, or the 
mothers’ partners (73 percent, n=16).  Figure 25 shows the owners of the firearms used 
in child suicides. 
 

Figure 25.  Owners of Firearms Involved in 
Childhood Suicides, Arizona 2006 (n=22)
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Among the 22 firearm-related suicides, ten firearms were stored with ammunition (45 
percent), and six firearms were stored loaded (27 percent).  Only four firearms used in 
child suicides were stored in locked cabinets (18 percent), and most of the firearms 
were stored in unsecured locations (55 percent, n=12).  Table 11 summarizes the 
locations of the firearms used in child suicides during 2006. 
 
 

Table 11.  Locations of Firearms Used in Child Suicides,  
Arizona 2006 (n=22) 

Location Number Percent 
Unknown 6 27% 
Locked cabinet 4 18% 
Not stored 3 14% 
Other unlocked location 3 14% 
Under bed/mattress/pillow 2 9% 
Unlocked cabinet 2 9% 
Closet 2 9% 
Total 22 100% 

 
 
Preventable Factors for Child Suicides 
 
Ninety-six percent of child suicides were determined to have been preventable (n=46).  
Access to firearms (n=22) and lack of mental health treatment (n=22) were the most 
commonly identified preventable factors (46 percent), followed by substance use (35 
percent, n=17).  Table 12 shows preventable factors for child suicides in Arizona during 
2006.  
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Table 12.  Preventable Factors for Child Suicides, Arizona 2006 

Factor* Number Percent 
Access to firearms 22 46% 
Lack of mental health treatment 22 46% 
Drugs/alcohol 17 35% 
Lack of supervision 6 12% 
*More than one factor may have been identified for each death 

 
 

HOMICIDES 
 
Sixty-three children were victims of homicide in Arizona during 2006 compared to 58 in 
2005, which accounted for five percent of all child deaths in both years.  Seventy-three 
percent of homicide victims in 2006 were males (n=46) and 27 percent were females 
(n=17).  Almost half of child homicides were among Hispanics (49 percent, n=31); 24 
percent were among White Non-Hispanics (n=15); 16 percent were among American 
Indians (n=10); and 11 percent were among other races/ethnicities (n=7). 
 
Adolescents ages 15 through 17 years accounted for 47 percent of homicides (n=29).  
Twenty-five percent of homicides were among children younger than one year (n=16).  
Figure 26 shows homicides among children by age group. 
 

Figure 26.  Homicides Among Children by Age 
Group, Arizona 2006 (n=63)
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Firearms were the leading cause of child homicides (41 percent, n=26), followed by 
blunt force trauma (37 percent, n=23).  Four children were stabbed (six percent).  Figure 
27 shows homicides among children by cause.  
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Figure 27.  Homicides Among Children by Cause, 
Arizona 2006 (n=63)
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Twenty-four percent of child homicides were committed by friends and acquaintances of 
the victims (n=15), and 24 percent of homicides were committed by the victims’ parents 
(n=15).  Strangers perpetrated 13 percent of child homicides in 2006.  Table 13 shows 
homicides among children by perpetrator.   
 
   

Table 13.  Homicides Among Children by Perpetrator, Arizona 2006 (n=63) 
Perpetrator Number Percent 
Child’s friend/acquaintance 15 24% 
Biological parent 15 24% 
Mother’s partner 10 16% 
Stranger 8 13% 
Other/unknown 6 9% 
Step-parent 5 8% 
Other relative 2 3% 
Foster parent 2 3% 
Total 63  

 
 
Preventable Factors for Child Homicides 
 
One hundred percent of child homicides were determined to have been preventable 
(n=63).  Drugs and/or alcohol was the most commonly identified preventable factor in 
child homicides (46 percent, n=29), followed by access to firearms (41 percent, n=26).  
Table 14 shows preventable factors for child homicides in Arizona during 2006.  
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Table 14.  Preventable Factors for Child Homicides, Arizona 2006 

Factor* Number Percent 
Drugs/alcohol 29 46% 
Access to firearms 26 41% 
Lack of supervision  10 16% 
Involvement in gang 6 9% 
*More than one factor may have been identified for each death 

 
 

FIREARM-RELATED FATALITIES 
 
 
Seventeen more children died due to firearms in 2006 than in 2005.  There were 60 
firearm-related fatalities in 2006, compared to 43 in 2005.  Firearms accounted for five 
percent of all child deaths in 2006 and four percent of child deaths in 2005.  More than 
two-thirds of the firearm-related deaths in 2006 were among males (77 percent, n=46), 
and 23 percent were among females (n=14).  Fifty-five percent of deaths were among 
Hispanics (n=33); 30 percent were among Non-Hispanic Whites (n=18); eight percent 
were among American Indians (n=5); and seven percent were among other 
races/ethnicities (n=4).  
 
The highest percentage of fatalities was among children ages 15 through 17 years (76 
percent, n=46).  There were 14 deaths due to firearms among children 14 years and 
younger.  Figure 28 shows 2006 firearm-related fatalities among children by age group.     
 

Figure 28.  Firearm-Related Fatalities Among 
Children by Age Group, Arizona 2006 (n=60)
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The most common manner of firearm-related deaths in 2006 was homicide (43 percent, 
n=26), followed by suicides (37 percent, n=22) and accidents (18 percent, n=11).  Two 
percent of fatalities were of undetermined manner (n=1).  Figure 29 shows firearm-
related fatalities among children by manner. 
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Figure 29.  Firearm-Related Fatalities Among 
Children by Manner, Arizona 2006 (n=60)
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Handguns accounted for the majority of firearm-related fatalities among children in 2006 
(70 percent, n=42), followed by hunting rifles (ten percent, n=6) and shotguns (eight 
percent, n=5).  Table 15 shows types of firearms involved in child deaths during 2006. 
 
 

Table 15.  Types of Firearms Involved in Child 
Deaths, Arizona 2006 (n=60) 

Type Number Percent 
Handgun 42 70% 
Hunting rifle 6 10% 
Shotgun 5 8% 
Assault rifle 4 7% 
Unknown 3 5% 
Total 60  

 
 
Among the 60 firearm-related deaths, 27 firearms were stored with ammunition (45 
percent), and 24 firearms were stored loaded (40 percent).  The largest percentage of 
firearms belonged to parents or step-parents (32 percent, n=19).  Figure 30 shows the 
owners of the firearms used in child fatalities. 
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Figure 30.  Owners of Firearms Involved in Child 
Deaths, Arizona 2006 (n=60)
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For a large percentage of firearms, the storage location was unknown to the review 
teams (47 percent, n=28).  Four firearms involved in child deaths were stored in locked 
cabinets (seven percent), but the rest of the firearms were either not stored or kept in 
unsecured locations (47 percent, n=28).  Table 16 summarizes the locations of the 
firearms involved in child deaths during 2006. 
 
 

Table 16.  Locations of Firearms Involved in Child Deaths,  
Arizona 2006 (n=60) 

Location Number Percent 
Unknown 28 47% 
Not stored 16 27% 
Other unlocked location 6 10% 
Locked cabinet 4 7% 
Under bed/mattress/pillow 2 3% 
Unlocked cabinet 2 3% 
Closet 2 3% 
Total 60 100% 

 
 
Preventable Factors for Child Firearm-Related Fatalities 
 
Access to firearms was identified as a preventable factor for 100 percent of firearm-
related fatalities among children (n=60).  Drugs and/or alcohol was involved in 26 
firearm-related deaths (43 percent).  Table 17 shows preventable factors for firearm-
related fatalities in Arizona during 2006.  
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Table 17.  Preventable Factors for Child Firearm-Related 

Fatalities, Arizona 2006 
Factor* Number Percent 

Access to firearm 60 100% 
Drugs/alcohol 26 43% 
Lack of supervision 15 25% 
Involvement in gang 6 10% 
*More than one factor may have been identified for each death 

 
 
 

MALTREATMENT FATALITIES 
 
 
To gain greater understanding of the contribution of neglect and abuse to child mortality, 
the Arizona Child Fatality Review Teams answered several questions regarding 
maltreatment.  In order for a death to be classified as a result of maltreatment, the 
following three conditions must be met: 
 

1. The U.S. Department of Health and Human Services definition of maltreatment: 
“An act or failure to act by a parent, caregiver, or other person as defined under 
State law which results in physical abuse, neglect, medical neglect, sexual 
abuse, emotional abuse, or an act of failure to act which presents an imminent 
risk of serious harm to a child” applied to the circumstances surrounding the 
death.  

2. The relationship of the individual accused of committing the maltreatment to the 
child must be the child’s parent, guardian, or caretaker. 

3. A team member, who is a mandated reporter, would be obligated to report a 
similar incident to Child Protective Services. 

 
Deaths classified as maltreatment are also reported in other categories by manner and 
cause.  For example, a death due to Shaken Baby Syndrome would be classified as a 
manner of homicide, cause of shaken infant (person’s body part used as a weapon), 
and a maltreatment death.  An accidental or natural death might also be classified as a 
maltreatment death if, in the opinion of the team, a caretaker’s negligence or actions 
contributed to or caused the death.  For example, it would be maltreatment if a child 
dies in a motor vehicle crash due to the parent driving while intoxicated with the child in 
the car. 
 
The number of child maltreatment deaths presented in this report is not comparable to 
child maltreatment deaths reported by the Arizona Department of Economic Security 
(AzDES) for the National Child Abuse and Neglect Data System (NCANDS).  NCANDS 
includes maltreatment deaths identified through Child Protective Services 
investigations, and because some maltreatment deaths identified by Child Fatality 
Review Teams may not have been reported to Child Protective Services, these deaths  
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would not be included in AzDES’s annual report to NCANDS.  However, when a Child 
Fatality Review team identifies a death due to maltreatment that has not been 
previously reported to Child Protective Services, the Child Fatality Review Program 
promptly notifies Child Protective Services of the team’s assessment so that an 
investigation can be initiated. 
 
In 2006, there were 60 child deaths classified as maltreatment, which was five percent 
of all child deaths during the year.  This was an increase from 50 child maltreatment 
deaths in 2005 (four percent of all child deaths).  Fifty-seven percent of child 
maltreatment deaths were among males (n=34) and 43 percent were among females 
(n=26).  Seventy-seven percent of these deaths were among children five years and 
younger (n=46).  Figure 31 shows maltreatment deaths among children by age group.   
 

Figure 31.  Maltreatment Deaths Among Children 
by Age Group, Arizona 2006 (n=60)

1-4 Years
25% (n=15)

5-9 Years
5% (n=3)

10-14 Years
12% (n=7)

15-17 Years
7% (n=4) Birth-27 Days

20% (n=12)

28-365 Days
32% (n=19)

 
 
Homicides comprised more than half of the child maltreatment deaths in Arizona (55 
percent, n=33).  Twenty-five percent of child maltreatment deaths were due to natural 
causes (n=15).  Examples of maltreatment deaths due to natural causes included 
prenatal substance exposure resulting in premature birth, neglect which resulted in an 
illness, or failure to obtain medical care.  Thirteen percent of maltreatment deaths were 
due to accidents (n=8).  Examples of maltreatment-related accidental deaths included 
motor vehicle crashes resulting from parental substance use.  Five percent of 
maltreatment deaths were of undetermined manner (n=3); and two percent were due to 
suicides (n=1).  A suicide death might be classified as maltreatment if a child who was a 
victim of abuse committed suicide, or if a depressed child’s parents failed to obtain 
mental health care for the child, despite advice to do so.  Figure 32 shows maltreatment 
deaths among children by manner. 
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Figure 32.  Maltreatment Deaths Among Children 
by Manner, Arizona 2006 (n=60)
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The leading causes of child maltreatment deaths were blunt force trauma (35 percent, 
n=21) and medical causes (23 percent, n=14).  Table 18 shows maltreatment deaths 
among children by cause and manner.  
 
  

Table 18.  Maltreatment Deaths Among Children by Cause and Manner,  
Arizona 2006 (n=60) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Blunt force trauma  21    21 
Medical    14  14 
Unknown   4   3 7 
Poisoning  2 1   3 
Firearm injury 1 2    3 
Suffocation/strangulation 1 2    3 
Drowning 2     2 
Fire/burn 2     2 
Motor vehicle crash 2     2 
Starvation  1  1  2 
Stabbing  1    1 
Total 8 33 1 15 3 60 

 
 
Children with disabilities are known to be at greater risk for maltreatment.  Twelve 
percent of the maltreated children in Arizona during 2006 were known to have had 
physical, mental, and/or sensory disabilities (n=7).  The majority of maltreatment deaths 
occurred among children who were residing in parental homes (88 percent, n=53).  Five 
percent of maltreated children were living with relatives at the time of their deaths (n=3); 
three percent were living in licensed foster/group homes (n=2); and three percent were 
living in shelters or motel rooms (n=2).     
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Shaken Baby Syndrome 
 
There were nine fatalities among children two years and younger due to Shaken Baby 
Syndrome during 2006.  This is an increase from 2005, when three children two years 
and younger died as a result of Shaken Baby Syndrome.  Seven of the children who 
were fatally shaken had retinal hemorrhages, and five of the children who were shaken 
also exhibited injuries consistent with traumatic impact.   
 
Known risk factors for Shaken Baby Syndrome include substance abuse and parental 
inexperience in coping with the stresses of caring for an infant.  Young males were most 
often identified as the individuals who caused Shaken Baby Syndrome injuries during 
2006.  Eighty-nine percent of the deaths were caused by males (n=8).  Six of the people 
responsible for the death were younger than 25 years (67 percent).  Biological parents 
were most commonly identified as responsible for Shaken Baby Syndrome deaths (56 
percent, n=5).  The person who caused the injuries was known to have been impaired 
by drugs and/or alcohol for three of the deaths (33 percent).  For five of the deaths, 
crying was the event that triggered the physical abuse (56 percent).     
 
 
Child Protective Services Involvement with Families of Children Who Died 
 
Child Fatality Review Teams attempt to obtain records from child protective services 
agencies, including the Arizona Child Protective Services and child protective agencies 
in other jurisdictions, such as tribal authorities and other states.  For 39 maltreatment 
deaths there was no evidence of any reports to Arizona Child Protective Services prior 
to the fatal maltreatment.  For 21 of these maltreatment deaths, Child Protective 
Services was not notified even after the child’s death.  
 
If a child protective agency investigated a report of maltreatment for any child in the 
family prior to the incident leading to the child’s death, then the family was considered to 
have had previous involvement with a child protective agency.  This includes reports in 
which the maltreatment was substantiated and reports in which the maltreatment was 
not substantiated.  In 2006, 21 maltreated children were from families with prior child 
protective services involvement (34 percent).  Among these 21 children, nine came from 
families who had open cases with a child protective agency at the time of the child’s 
death (43 percent).  
 
 
Preventable Factors for Child Maltreatment Deaths 
 
Ninety-eight percent of child maltreatment deaths were determined to have been 
preventable (n=59).  Drugs and/or alcohol was the most commonly identified 
preventable factor in child maltreatment deaths (50 percent, n=30).  Of the deaths 
involving drugs and/or alcohol, the majority were methamphetamines (n=19), followed 
by alcohol (n=9) and marijuana (n=9).  Table 19 shows preventable factors for child 
maltreatment deaths in Arizona during 2006.  
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Table 19.  Preventable Factors for Child Maltreatment Deaths,  

Arizona 2006 
Factor* Number Percent 

Drugs/alcohol 30 50% 
Lack of supervision 10 17% 
Lack of mental health treatment 4 7% 
Infant unsafe sleeping environment 3 5% 
Access to firearm 3 5% 
*More than one factor may have been identified for each death 

 
 

UNEXPECTED INFANT DEATHS 
 
 
The Child Fatality Review Program categorizes an infant’s death as unexpected when a 
previously healthy child dies suddenly.  In 2006, there were 90 unexpected infant (birth 
to one year) deaths in Arizona, which accounted for eight percent of all child deaths.  
This was identical to the number of unexpected infant deaths in 2005 (also eight percent 
of deaths that year).  Suffocation was the cause of 23 of these unexpected infant deaths 
and 28 deaths were identified as SIDS.  Table 20 shows causes of unexpected infant 
deaths during 2006. 
 
 

Table 20.  Causes of Unexpected Infant Deaths, Arizona 2006 (n=90) 
Cause Number Percent 
SIDS 28 31% 
Suffocation 23 25% 
Undetermined injury 19 21% 
Pneumonia  11 12% 
Infection 3 3% 
Unknown 3 3% 
Cardiovascular 2 2% 
Other medical condition 1 1% 
Total 90  

   
 
In 90 percent of unexpected infant deaths, unsafe sleeping environment was identified 
as a contributing preventable factor (n=81), and unsafe sleeping position was a 
contributing preventable factor in 50 percent of unexpected infant deaths (n=45).  
Prevention of these deaths can be accomplished by consistently placing infants to sleep 
in cribs with firm mattresses and without toys, pillows, or other soft objects.  All infants 
should be placed to sleep on their backs.  Table 21 shows preventable factors for 
unexpected infant deaths in Arizona during 2006.  
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Table 21.  Preventable Factors for Unexpected Infant Deaths,  

Arizona 2006 
Factor* Number Percent 

Unsafe sleeping environment 81 90% 
Unsafe sleep position 45 50% 
Co-sleeping 32 35% 
Drugs/alcohol 13 14% 
*More than one factor may have been identified for each death 

 
 

 

42 



 

 

APPENDIX A:  CHILD DEATHS BY AGE GROUP 
 
 
The following section of the report provides information on the causes, manners, and 
contributing factors of child deaths by age group.  The information provided in each age 
group section can be used to guide prevention efforts within each stage of development.  
 

The Neonatal Period, Birth through 27 Days 
 
As has been observed in previous years, the neonatal period was the age group with 
the largest number of deaths.  In 2006, 38 percent of child deaths in Arizona were of 
children younger than 28 days (n=440).  Ninety-eight percent of neonatal deaths were 
due to natural causes (n=432).  More than half of the deaths were due to prematurity 
(60 percent, n=263).  Table 22 shows causes of death among infants younger than 28 
days. 
 
 

Table 22.  Deaths Among Children Ages Birth Through 27 Days  
by Cause and Manner, Arizona 2006 (n=440) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Prematurity    263  263 
Medical*    169  169 
Undetermined  2   2 4 
Blunt force trauma  2    2 
Motor vehicle 
crash 

1     1 

Suffocation 1     1 
Total 2 4 0 432 2 440 
*Excluding SIDS and prematurity 

 
 
Cause of death distributions among neonates were similar in 2005 and 2006.  There 
was a two percent increase in medical deaths (excluding SIDS and prematurity).  Table 
23 shows deaths among neonates by cause for 2005 and 2006.  
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Table 23.  Deaths Among Children Ages Birth Through 27 Days 

by Cause, Arizona 2005-2006 
Cause 2005 2006 
Prematurity 263 61% 263 60% 
Medical* 155 36% 168 38% 
Other non-
medical 

1 0% 4 1% 

Undetermined 3 1% 2 0% 
SIDS 3 1% 1 0% 
Motor vehicle 
crash 

4 1% 1 0% 

Suffocation 3 1% 1 0% 
Exposure 1 0% 0 0% 
Drowning 1 0% 0 0% 
Total 434  440  
*Excluding SIDS and prematurity 

 
 
Manner of death distributions among neonates were similar in 2005 and 2006, although 
there were fewer deaths due to accidents among neonates in 2006.  Table 24 shows 
deaths among children younger than 28 days by manner for 2005 and 2006. 
 
 

Table 24.  Deaths Among Children Ages Birth Through 27 Days 
by Manner, Arizona 2005-2006 

Manner 2005 2006 
Natural 421 97% 432 98% 
Homicide 3 1% 4 1% 
Accident 7 2% 2 0% 
Undetermined 3 1% 2 0% 
Suicide 0 0% 0 0% 
Total 434  440  

 
 
Although the neonatal period was the age group with the largest number of deaths, it 
was also the age group with the fewest number of preventable deaths (eight percent, 
n=37).  For 23 deaths, drugs and/or alcohol was identified as a preventable factor.  
Table 25 shows factors that contributed to neonatal fatalities in Arizona during 2006.  
 
 

Table 25.  Preventable Factors Among Neonate Fatalities, Arizona 2006 
Factor* Number Percent 

Drugs/alcohol 23 5% 
Unsafe sleeping environment 6 1% 
Co-sleeping 3 1% 
*More than one factor may have been identified for each death 
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The Post-Neonatal Period, 28 Days Through 365 Days 
 
During 2006, 206 children died who were between their 28th day of life and their first 
birthday.  The majority of these deaths were due to natural causes (68 percent, n=140).  
Thirteen percent of the deaths among this age group were due to SIDS (n=27).  Six 
percent of deaths were due to homicide (n=12).  Fourteen percent of deaths were 
accidental (n=29), and suffocation was the most common cause of accidental deaths 
(n=22).  Table 26 shows deaths among children ages 28 days through 365 days by 
cause and manner. 
 
 

Table 26.  Deaths Among Children Ages 28 Days Through 365 Days  
by Cause and Manner, Arizona 2006 (n=206) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Medical*    84 5 89 
Prematurity    29  29 
SIDS    25 2 27 
Suffocation 22 1   1 24 
Undetermined 1 1  2 10 14 
Blunt force trauma  8    8 
Other non-medical     6 6 
Motor vehicle 
crash 

2     2 

Drowning 2     2 
Poisoning  1   1 2 
Fall/crush 1     1 
Fire/burn 1     1 
Stabbing  1    1 
Total 29 12 0 140 25 206 
*Excluding SIDS and prematurity 

 
 
Compared to 2005, there were increases in the percentages of prematurity deaths and 
suffocation deaths among this age group in 2006.  Table 27 shows deaths among 
children ages 28 days through 365 days by cause and manner during 2005 and 2006. 
 
 
 
 
 
 
 
 
 
 

45 



 

 
 

Table 27.  Deaths Among Children Ages 28 Days Through 365 
Days by Cause, Arizona 2005-2006 

Cause 2005 2006 
Medical* 122 52% 89 43% 
Prematurity 21 9% 29 14% 
SIDS 34 15% 27 13% 
Suffocation 19 8% 24 12% 
Undetermined 17 7% 14 7% 
Blunt force 
trauma 

7 3% 8 4% 

Other non-
medical 

5 2% 8 4% 

Motor vehicle 
crash 

1 0% 2 1% 

Drowning 1 0% 2 1% 
Poisoning 1 0% 2 1% 
Fire/burn 3 1% 1 0% 
Exposure 1 0% 0 0% 
Hanging 1 0% 0 0% 
Total 233  206  
*Excluding SIDS and prematurity 

 
 
The number of accidental deaths increased by two percent in 2006.  A similar increase 
was observed for homicides.  There was an eight percent reduction in natural deaths.  
Table 28 shows deaths among children ages 28 days through 365 days by manner for 
2005 and 2006. 
 
 

Table 28.  Deaths Among Children Ages 28 Days Through 365 
Days by Manner, Arizona 2005-2006 

Manner 2005 2006 
Natural 178 76% 140 68% 
Accident 27 12% 29 14% 
Undetermined 19 8% 25 12% 
Homicide 9 4% 12 6% 
Suicide 0 0% 0 0% 
Total 233  206  

 
 
Thirty-five percent of deaths among children ages 28 days through 365 days were 
determined to have been preventable (n=73).  The most commonly identified 
contributing factor among post-neonatal deaths was unsafe sleeping environment (35 
percent, n=21).  Unsafe sleeping positions were identified for 44 deaths (21 percent) 
and co-sleeping was a factor in 29 deaths in this age group (14 percent).  Table 29 
shows factors contributing to deaths among children ages 28 days through 365 days. 
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Table 29.  Preventable Factors for Deaths Among Children Ages 28 Days  

Through 365 Days, Arizona 2006 
Factor* Number Percent 

Unsafe sleeping environment 72 35% 
Unsafe sleeping position 44 21% 
Co-sleeping 29 14% 
Drugs/alcohol 19 9% 
Lack of supervision 11 5% 
*More than one factor may have been identified for each death 

 
 

Children, One Through Four Years Old 
 
During 2006, 153 children died between their first and fifth birthdays.  Forty-six percent 
of deaths were due to medical causes (n=71).  There were 34 deaths due to motor 
vehicle crashes (22 percent) and 16 deaths due to drownings (ten percent).  Forty-two 
percent of deaths were due to accidents (n=64).  Table 30 shows deaths among 
children ages one through four years by cause and manner.       
 
 

Table 30.  Deaths Among Children Ages One Through Four Years by Cause and Manner,  
Arizona 2006 (n=153) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Medical*    71  71 
Motor vehicle 
crash 

34     34 

Drowning 16     16 
Undetermined  3   4 7 
Blunt force 
trauma 

 6    6 

Suffocation 4 1    5 
Fire/burn 4     4 
Fall/crush 3     3 
Prematurity    2  2 
SIDS    1  1 
Poisoning  1    1 
Firearm injury 1     1 
Animal attack 1     1 
Exposure 1     1 
Total 64 11 0 74 4 153 
*Excluding SIDS and prematurity 
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Compared to 2005, there was a seven percent increase in motor vehicle-related deaths 
among children ages one through four years during 2006, while drownings declined by 
five percent.  There was a four percent decline in blunt force trauma deaths among this 
age group.  Table 31 shows deaths among children ages one through four years by 
cause and manner for 2005 and 2006. 
 
 

Table 31.  Deaths Among Children Ages One Through Four 
Years by Cause, Arizona 2005-2006 

Cause 2005 2006 
Medical 56 43% 74 48% 
Motor vehicle 
crash 

19 15% 34 22% 

Drowning 20 15% 16 10% 
Undetermined 5 4% 7 4% 
Blunt force 
trauma 

10 8% 6 4% 

Suffocation 2 2% 5 3% 
Fire/burn 5 4% 4 3% 
Other non-
medical 

5 4% 4 3% 

Exposure 3 2% 1 1% 
Poisoning 4 3% 1 1% 
Firearm injury 0 0% 1 1% 
Total 130  153  

 
 
Homicides declined by three percent among children ages one through four years 
during 2006, and there was a five percent increase in natural deaths.  Table 32 shows 
deaths by manner during 2005 and 2006. 
 
 

Table 32.  Deaths Among Children Ages One Through Four 
Years by Manner, Arizona 2005-2006 

Manner 2005 2006 
Natural 56 43% 74 48% 
Accident 54 42% 64 42% 
Homicide 13 10% 11 7% 
Undetermined 7 5% 4 3% 
Suicide 0 0% 0 0% 
Total 130  153  

 
 
Fifty-two percent of deaths among children ages one through four years were 
determined to have been preventable (n=79).  Lack of supervision was identified as a 
contributing factor for 36 deaths in this age group (23 percent).  Eight percent of 
children who died were not properly restrained in motor vehicles (n=13).  Table 33 
shows preventable factors for deaths among children ages one through four years. 
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Table 33.  Preventable Factors for Deaths Among Children Ages One  

Through Four Years, Arizona 2006 
Factor* Number Percent 

Lack of supervision 38 25% 
Lack of vehicle restraint 13 8% 
Drugs/alcohol 12 8% 
Access to pool 9 6% 
Lack of working smoke alarm 3 2% 
*More than one factor may have been identified for each death 

 
 

Children, Five Through Nine Years Old 
 
During 2006, 64 children died in Arizona between their fifth and tenth birthdays.  Forty-
seven percent of deaths were due to medical causes (n=30), and 34 percent of deaths 
were due to motor vehicle-related injuries (n=23).  There were four accidental drownings 
in this age group.  Table 34 shows deaths among children ages five through nine years 
by cause and manner. 
 
 

Table 34. Deaths Among Children Ages Five Through Nine Years by Cause and Manner, 
 Arizona 2006 (n=64) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Medical    30  30 
Motor vehicle 
crash 

23     23 

Drowning 4     4 
Fall/crush 2     2 
Fire/burn 2     2 
Hanging   1   1 
Poisoning     1 1 
Blunt force 
trauma 

1     1 

Total 32 0 1 30 1 64 
 
 
Between 2005 and 2006, there was a nine percent increase in motor vehicle crash 
deaths among children ages five through nine years.  Declines were observed in 
drownings and fire-related deaths.  Table 35 shows deaths among children ages five 
through nine years by manner for 2005 and 2006. 
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Table 35.  Deaths Among Children Ages Five Through Nine 

Years by Cause, Arizona 2005-2006 
Cause 2005 2006 
Medical 43 51% 30 47% 
Motor vehicle 
crash 

23 27% 23 36% 

Drowning 6 7% 4 6% 
Fire/burn 6 7% 2 3% 
Other non-
medical 

2 2% 2 3% 

Hanging 0 0% 1 1% 
Poisoning 1 1% 1 1% 
Blunt force 
trauma 

2 2% 1 1% 

Suffocation 1 1% 0 0% 
Total 85  64  

 
 
There were no homicides among children ages five through nine years in Arizona during 
2006, but there were three homicides in this age group during 2005.  There was a four 
percent decline in natural deaths and a four percent increase in accidental deaths.  
Table 36 shows deaths among children ages five through nine years by manner for 
2005 and 2006. 
 
 

Table 36.  Deaths Among Children Ages Five Through Nine 
Years by Manner, Arizona 2005-2006 

Manner 2005 2006 
Accident 39 46% 32 50% 
Natural 43 51% 30 47% 
Suicide 0 0% 1 1% 
Undetermined 0 0% 1 1% 
Homicide 3 4% 0 0% 
Total 85  64  

 
 
Fifty-five percent of deaths among children ages five through nine years were 
determined to have been preventable (n=35).  For 20 percent of deaths in this age 
group, lack of vehicle restraints was a contributing factor (n=13).  Lack of supervision 
was a factor in 11 deaths (17 percent), and substance use was involved in five deaths 
(eight percent).  Table 37 shows preventable factors for deaths among children ages 
five through nine years.   
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Table 37.  Preventable Factors for Deaths Among Children Ages Five  

Through Nine Years, Arizona 2006 
Factor* Number Percent 

Lack of vehicle restraint 13 20% 
Lack of supervision 11 17% 
Drugs/alcohol 5 8% 
*More than one factor may have been identified for each death 

 
 

Children, 10 Through 14 Years Old 
 
Ninety-two children who were between their tenth and fifteenth birthdays died in Arizona 
during 2006.  Forty-one percent of deaths were due to medical causes (n=38) and 23 
percent were due to motor vehicle traffic crashes (n=21).  Table 38 shows deaths 
among children ages 10 through 14 years by cause and manner. 
 
 

Table 38.  Deaths Among Children Ages 10 Through 14 Years by Cause and Manner, 
Arizona 2006 (n=92) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Medical    38  38 
Motor vehicle 
crash 

21     21 

Firearm injury 3 4 6   13 
Exposure 4     4 
Suffocation 2    2 4 
Blunt force 
trauma 

 3    3 

Hanging   3   3 
Drowning 3     3 
Poisoning   2   2 
Fall/crush 1     1 
Total 34 7 11 38 2 92 

 
 
Medical deaths increased by four percent from 2005, and firearm fatalities increased by 
six percent.  There were declines in hangings and poisonings.  Table 39 shows deaths 
among children ages 10 through 14 years by cause for 2005 and 2006. 
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Table 39.  Deaths Among Children Ages 10 Through 14 Years  

by Cause, Arizona 2005-2006 
Cause 2005 2006 
Medical 32 37% 38 41% 
Motor vehicle 
crash 

21 24% 21 23% 

Firearm injury 7 8% 13 14% 
Suffocation 3 3% 4 4% 
Exposure 4 5% 4 4% 
Hanging 7 8% 3 3% 
Drowning 1 1% 3 3% 
Blunt force 
trauma 

1 1% 3 3% 

Poisoning 4 5% 2 2% 
Fall/crush 0 0% 1 3% 
Other non-
medical 

1 1% 0 0% 

Total 86  92  
 
 
There was a two percent increase in homicides among children ages 10 through 14 
years in 2006 and a four percent increase in natural deaths.  Suicides declined by three 
percent.  Table 40 shows deaths among children ages 10 through 14 years by manner 
for 2005 and 2006.   
 
 

Table 40.  Deaths Among Children Ages 10 Through 14 Years  
by Manner, Arizona 2005-2006 

Manner 2005 2006 
Natural 32 37% 38 41% 
Accident 34 40% 34 37% 
Suicide 13 15% 11 12% 
Homicide 5 6% 7 8% 
Undetermined 2 2% 2 2% 
Total 86  92  

 
 
Sixty-two percent of deaths among children ages 10 through 14 years were determined 
to have been preventable (n=57).  For 14 percent of deaths in this age group, access to 
firearms was a contributing factor (n=13).  Lack of vehicle restraints was a factor for ten 
deaths (11 percent), and lack of supervision contributed to ten deaths (11 percent).  
Table 41 shows preventable factors for deaths among children ages 10 through 14 
years.   
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Table 41.  Preventable Factors for Deaths Among Children Ages 10  

Through 14 Years, Arizona 2006 
Factor* Number Percent 

Access to firearm 13 14% 
Lack of vehicle restraint 10 11% 
Lack of supervision 10 11% 
Drugs/alcohol 8 9% 
Illegal border crossing 5 5% 
*More than one factor may have been identified for each death 

 
 

Adolescents, 15 Through 17 Years 
 
Two hundred and six children ages 15 through 17 years died in Arizona during 2006.  
Forty percent of deaths in this age group were due to motor vehicle crashes (n=83).  
There were 29 deaths due to natural causes (14 percent).  Twenty-two percent of 
deaths were due to firearms (n=46).  Table 42 shows deaths among children ages 15 
through 17 years by cause and manner. 
 
 

Table 42.  Deaths Among Children Ages 15 Through 17 Years by Cause and Manner, 
Arizona 2006 (n=206) 

Cause Accident Homicide Suicide Natural Undetermined Total 
Motor vehicle 
crash 

83     83 

Firearm injury 7 22 16  1 46 
Medical    29  29 
Hanging 1  18   19 
Drowning 6     6 
Blunt force 
trauma 

1 4 1   6 

Poisoning 4  1   5 
Exposure  4     4 
Stabbing  3    3 
Fire/burn 2     2 
Fall/crush     1 1 
Other non-
medical 

1     1 

Undetermined     1 1 
Total 109 29 36 29 3 206 

 
 
Compared to 2005, medical deaths declined by five percent in 2006.  Hanging deaths 
increased by three percent.  Table 43 shows deaths among children ages 15 through 17 
years by cause for 2005 and 2006. 
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Table 43.  Deaths Among Children Ages 15 Through 17 Years  

by Cause, Arizona 2005-2006 
Cause 2005 2006 
Motor vehicle 
crash 

66 37% 83 40% 

Firearm injury 34 19% 46 22% 
Medical 34 19% 29 14% 
Hanging 10 6% 19 9% 
Drowning 6 3% 6 3% 
Blunt force 
trauma 

2 1% 6 3% 

Poisoning 9 5% 5 2% 
Exposure 10 6% 4 2% 
Other non-
medical 

2 1% 4 2% 

Fire/burn 1 1% 2 1% 
Fall/crush 4 2% 1 0% 
Undetermined 2 1% 1 0% 
Total 180  206  

 
 
The distributions of accidental deaths and homicides among children ages 15 to 17 
years were similar in 2005 and 2006.  There was a five percent decline in natural deaths 
in 2006 and a five percent increase in suicides.  Table 44 shows deaths among children 
ages 15 through 17 years by manner for 2005 and 2006.  
 
 

Table 44.  Deaths Among Children Ages 15 Through 17 Years  
by Manner, Arizona 2005-2006 

Manner 2005 2006 
Accident 92 51% 109 53% 
Suicide 23 13% 36 18% 
Homicide 25 14% 29 14% 
Natural 35 19% 29 14% 
Undetermined 5 3% 3 1% 
Total 180  206  

 
 
Eighty-four percent of deaths among children ages 15 through 17years were 
determined to have been preventable (n=173).  Substance use was identified as a 
contributing factor for 69 deaths in this age group (33 percent).  Twenty-six percent of 
children who died were not properly restrained in motor vehicles (n=53).  For 46 deaths, 
access to firearms was a contributing factor (22 percent).  Table 45 shows preventable 
factors for deaths among children ages 15 through 17 years. 
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Table 45.  Preventable Factors for Deaths Among Children Ages 15  

Through 17 Years, Arizona 2006 
Factor* Number Percent 

Drugs/alcohol 73 35% 
Lack of vehicle restraint 54 26% 
Access to firearm 46 22% 
Excessive driving speed 33 16% 
Lack of supervision 31 15% 
Reckless driving 28 14% 
Driver inexperience 20 10% 
Driver distracted 14 7% 
*More than one factor may have been identified for each death 
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APPENDIX B:  ARIZONA CHILD FATALITY REVIEW TEAMS 

 

STATE CHILD FATALITY REVIEW TEAM 
 

Chair 
Mary Ellen Rimsza, M.D. FAAP 

American Academy of Pediatrics 
University of Arizona College of Medicine  

Members 
 
Christy Alonzo 
Governor's Division for Children  
 
Kathryn Bowen, M.D. 
University of Arizona 
College of Medicine 
 
David K. Byers 
Administrative Office of the Courts 
 
Kipp Charlton, M.D. 
Maricopa Medical Center  
 
Suzanne Cohen 
Maricopa County Attorney’s Office 
 
Tim Flood, M.D. 
Department of Health Services 
Bureau of Health Statistics 
 
Randy Force  
Phoenix Police Department 
 
Wade Kartchner, M.D. 
Navajo County Public Health Services 
 
Bonnie Marcus 
Administrative Office of the Courts 
 
Janice Mickens 
Department of Economic Security 
Administration for Children, Youth, and 
Families 

 
Gaylene Morgan 
Office of the Attorney General 

Frank Pavone 
Luke Air Force Base 
 
Beth Rosenberg 
Children’s Action Alliance 
 
Shannon Shivers 
Department of Health Services 
Division of Behavioral Health Services 
 
Kim Simmons 
Department of Economic Security 
Division of Developmental Disabilities 
 
Sheila Sjolander 
Department of Health Services 
Bureau of Women’s and Children’s Health 
 
Patricia Stevens 
Maricopa County Attorney’s Office 
 
Roy Teramoto, M.D. 
Indian Health Services 
 
Darren Tungovia 
Navajo Nation Executive Office 
 
David Winston, M.D. 
Pima County Medical Examiner 
 
Consultants: 
Tomi St. Mars 
Department of Health Services 
Bureau of Women’s and Children’s Health 
 
Nancy Quay, R.N. 
Phoenix Children’s Hospital 
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ARIZONA DEPARTMENT OF HEALTH SERVICES 
BUREAU OF WOMEN’S AND CHILDREN’S HEALTH 

 
 
 
CHILD FATALITY REVIEW PROGRAM 
 
Susan Newberry, Program Manager 
 
Therese Neal, Citizen Review Panel Program Manager 
 
Teresa Garlington, Administrative Secretary  
 
Terri Baxter, Administrative Assistant III (Data Quality) 
 
 
ASSESSMENT AND EVALUATION STAFF 
 
Paul Holley, Office Chief 
 
Carolyn Cox, Data Manager 
 
Tia Davis, Data Manager 
 
Ebonee Rivers, Administrative Assistant I 
 
Marilyn Seiler, Data Manager 
 
Jamie K. Smith, Injury Epidemiologist 
 
LaTonya VanDenburgh, Data Manager 
 
Terry Williamson, Data Manager 
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APACHE COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair/Coordinator 
Diana Ryan 

Apache Youth Council 
 

Members 
 
Gladys Ambrose 
Navajo Nation Division of Social Services 
 
Matrese Avila  
Apache County Sheriff’s Office 
 
Criss Candelaria  
Apache County Attorney’s Office 
 
Mike Downs 
Little Colorado Behavioral Health Centers 
 
Lieutenant Fred Frazier 
Eagar Police Department 
 
Peggy Hart 
Department of Economic Security 
Administration for Children, Youth, and 
Families 
 
Chief Mike Hogan 
Eagar Police Department 
 
Sergeant Donny Jones 
St. Johns Police Department 
 
Detective Mike Nuttall 
Springerville Police Department 
 
Jim Pierson 
New Hope Ranch 

Brenda Plumb  
Apache County Tobacco Youth Prevention 
Program 
 
Ann Russell 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Keli Sine-Shield 
Apache County Tobacco Youth Prevention 
Program 
 
James Sielski, D.O.  
North County Community Health Center 
 
Jim Staffnik, Ph.D. 
St. Johns Schools 
 
Cathy Taylor, M.D. 
North County Community Health Center 
 
Chief Steve West 
Springerville Police Department 
 
Chief Jim Zeiler 
St. Johns Police Department 
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COCHISE COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair 
Guery Flores, M.D. 

Cochise County Medical Examiner 
 

Coordinator 
Hal Thomas 

Committee for the Prevention of Child Abuse 
 

Members 
 

Joy Craig 
Parent 
 
Dean Ettinger, M.D. 
Pediatrician 
 
Vincent Fero 
Department of Public Safety 
 
Dee Foster 
Community Representative 
 
Todd Glauser, M.D. 
Cochise County Medical Examiner 
 
T.A. Goebel 
Community Representative 
 
Maureen Kappler 
Cochise County Health and Social Services 
 
Patricia Marshall, R.N.  
Community Representative 
 
Debbie Nishikida 
Department of Economic Security 
Administration for Children, Youth and 
Families 

Pedro Pacheco, M.D. 
Pediatrician 
 
Paula Peters 
Recording Secretary 
 
Shirley Pettaway 
Fort Huachuca 
Army Community Services 
 
Judith Pike 
Fort Huachuca 
 
Rebecca Reyes, M.D. 
Pediatrician 
 
Ed Rheinheimer 
Cochise County Attorney 
 
Rodney Rothrock 
Cochise County Sheriff’s Office 
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COCONINO COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair 
J.R. Brown, Ed.D. 

Social Services Director 
Yavapai-Prescott Indian Tribe 

 
Coordinator 
Charles Dean 

Catholic Social Services 
 

Members 
 

Ryan Beckman 
Flagstaff Police Department 
 
Michel Begay 
Criminal Investigator 
Tuba City 
 
Barbara Bosch, M.D. 
Flagstaff Pediatric Care 
 
Anitra Cruz  
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Terrence C. Hance 
Coconino County Attorney 

 
Diana Holt, P.N.P. 
Children’s Health Center of Northern 
Arizona Children’s Rehabilitation Services 
 
Dianna Hu, M.D. 
Tuba City Medical Center 
Indian Health Service 
 
Roberta J. McVickers 
Coconino County Attorney 
 
Terry Wade 
U. S. Federal Bureau of Investigation 
 
Lawrence Czarnecki, D.O. 
Coconino County Medical Examiner
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GILA COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair/Coordinator 
JoAnne Pinto 

Against Abuse, Inc. 
 

 
Members 

 
Luis Araiza 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Joe Bracamonte 
Globe Fire Marshall 
 
Ramona Cameron 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Margret Celix 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Carolyn Eggert 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Cecelia Gonzales 
Gila County Juvenile Court 

Billie Holliday 
Horizon Human Services 
 
Lieutenant Chad Langley 
Gila County Sheriff’s Department 
 
Kathleen MacDonald-Evoy 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Katrisha Stuler  
Gila County Court Appointed Special 
Advocate 
 
Detective Matt Van Camp 
Payson Police Department 
 
Paul Allen Williamson 
Department of Economic Security 
Administration for Children, Youth and 
Families 
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GRAHAM COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair/Coordinator 
Roxann Kopkie 

Parenting Arizona 
 

Members 
 
Sherry Huges, R.N. 
Retired Nurse 
 
Detective Kendall Curtis 
Thatcher Police Department 
 
Neil Karnes 
Graham County Health Department 
 
Robert Coons, D.O.
 
Diane Thomas 
Graham County Sheriff’s Office 
 
Donna Whitten 
Department of Economic Security  
Administration for Children, Youth and Families 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

62 



 

MARICOPA COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair 
Kipp Charlton, M.D. 

Maricopa Medical Center  
 

Acting Chair 
Mary Ellen Rimsza, M.D.FAAP 

American Academy of Pediatrics 
University of Arizona College of Medicine 

 
Coordinator 

Tameka Jackson  
Center for Health Information and Research 

Arizona State University 
 
Members 

Amira El-Ahmadiyyah 
Banner Children’s at Banner Desert Medical 
Center 

Chuck Bauer 
Air Evac Services 
 
Vjollca Berisha, M.D., MPH 
Maricopa County Health Department 
 
Michael Clement, M.D. 
Department of Health Services,  
Public Health Services 
 
Kathy Coffman, M.D. 
ChildHelp  
 
Sergeant Michael Collins 
Mesa Police Department 
 
Cindy Copp 
Department of Economic Security  
Administration for Children, Youth and 
Families 
 
Shawn Cox 
United States Attorney’s Office 
 
Detective Frank DiModica 
Phoenix Police Department 
 
 

Ilene Dode, Ph.D., L.P.C.  
 
Tim Flood, M.D. 
Department of Health Services 
Bureau of Health Statistics 
 
Lieutenant Randy Force 
Phoenix Police Department   
 
Sergeant Chris Moore 
Phoenix Police Department 
 
Ravi Gunawardene, M.D. 
Maricopa Medical Center 
 
Susan Hallett 
Department of Economic Security  
Administration of Project Control 
 
Gevork Harootunian 
Center for Health Information and 
Research, Arizona State University 
 
Kate Holdeman 
MedPro Corporate 
 
Kevin Horn, M.D. 
Maricopa County Medical Examiner’s Office 
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MARICOPA COUNTY REVIEW TEAM 
CONTINUED 
 
Richard Johnson 
Department of Economic Security  
Administration for Children, Youth and 
Families 
 
Karin Kline 
Department of Economic Security 
Division of Children, Youth and Families 
 
Zoe Koplar 
Center for Health Information and  
Research, Arizona State University 
 
Amy Melton 
Phoenix Children’s Hospital 
   
Sandra McNally, L.I.S.A.C. 
EMPACT 
 
Tracy Pawlows, R.N.  
Air Evac Services 
 
Deborah Perry, R.N.  
Phoenix Children’s Hospital 
 
Nancy Quay, R.N. 
Phoenix Children’s Hospital 
 
Shirley Rau 
Center for Health Information and 
Research, Arizona State University 
 
Alana Schacter 
Maricopa County Department of Public 
Health 

 
 
 
Vladimir Shvarts, M.D.  
Maricopa County Medical Examiner’s 
Office 
 
Sergeant Mike Smallman 
Phoenix Police Department 
 
Laurie Smith, R.N.  
Banner Children’s at Banner  
Desert Medical Center 
 
Patty Stevens 
United States Attorney’s Office 
 
Denis Thirion, M.A. 
EMPACT 
 
Zannie Weaver 
U.S. Consumer Product Safety Commission 
 
Alexis Webster 
Center for Health Information and  
Research, Arizona State University 
 
Sue Wintz 
St. Joseph’s Hospital 
 
Joseph Zerella, M.D. 
Maricopa County Medical Examiner’s Office 
 
Stephanie Zimmerman, M.D. 
Phoenix Children’s Hospital
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MOHAVE COUNTY AND LA PAZ COUNTY CHILD FATALITY REVIEW TEAM 
 

Chairs 
Vic Oyas, M.D. 

Havasu Rainbow Pediatrics 
 

Daniel Wynkoop 
Psychologist  

 
Coordinator 

Leslie DeSantis 
Mohave County Sheriff’s Office 

 
Members 

B.W. (Bud) Brown 
Mohave Mental Health Clinic 
 
Kay Claborn 
Parent Representative 
 
Sergeant Rusty Cooper 
Kingman Police Department 
 
Lynn Crane, Parent Representative 
Arizona Children’s Association 
 
Pat Creason 
Lake Havasu Interagency 
 
Craig Diehl, M.D. 
Pediatrician 
 
Detective Chuck Falstad 
Bullhead City Police Department 
 
Detective Joe Harrold 
Lake Havasu Police Department 
 
Lee Jantzen 
Mohave County Attorney’s Office  
 

Julie Jervis, M.D. 
Mohave County Medical Examiner 
 
Lieutenant Larry Kubacki 
La Paz County Sheriff’s Office 
 
Rick Lambert 
Mohave County Attorney’s Office 
 
Patty Mead 
Mohave County Health Department 

 
Jennifer McNally 
Mohave County Health Department 
 
Betty Munyon 
Mohave County Attorney’s Office  
 
Detective Steve Parker 
Mohave County Sheriff’s Office 
 
Detective Rick Paterson 
La Paz County Sheriff’s Office 
 
S. Kosha Long 
Department of Economic Security 
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NAVAJO COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair/ Coordinator 
Irene Klim 

 
Members 
 
Katy Aday 
Whiteriver Community 
 
Norine Ashley, Psy.D. 
Apache Behavioral Health Services 
 
Gail Buonviri 
Office of Environmental Health Services 
 
Detective Sergeant Roger Conaster 
Winslow Police Department 
 
Detective Sergeant Tim Dixon 
Holbrook Police Department 
 
Detective Sergeant Toni Garver 
Navajo County Medical Examiner Office  
 
Kirk Grugel 
Navajo County Court Appointed Special 
Advocates Office  
 
Sherry Herring 
Navajo County Court Appointed Special 
Advocate 
 
Wade Kartchner, M.D. 
Navajo County Health Department 
 

Tracy Letcher 
Navajo County Health Department 
 
Jane McRitchie 
Navajo County InterAgency Council 
 
Kathleen Norton 
Johns Hopkins Center for American Indian 
Health 
 
Sylvia Pender 
Foster Care Review Board 
 
Kateri Piecuch 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Janet Sanchez 
Indian Health Services 
 
Elaine Sawyers 
Navapache Regional Medical Center 
 
Janelle Virtue, R.N. 
Navajo County Health Department 
 
Jan Wolfe, R.N. 
Winslow Indian Health Care Center 
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PIMA COUNTY AND GREENLEE COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair 
Kathryn Bowen, M.D. 

Department of Pediatrics, University of Arizona 
 

Coordinators 
Zoe Ann Rowe and Rebecca Lowry 

 
Members 
 
Amy Arnold 
Pima County Attorney’s Office 
 
Detective Karin Ashby 
Tohono O’odham Police 
 
Nancy Avery 
Tucson Fire Department 
 
Jill Baumann 
Pima County Juvenile Court  
 
David Braun 
Attorney General’s Office 
 
Sergeant Tim Brunenkant 
Marana Police Department 
 
Diane Calahan 
Children’s Advocacy Center 
 
Sergeant Brad Foust 
Pima County Sheriff’s Office 
 
Lori Groenewold, M.S.W. 
Children’s Clinic for Rehabilitation Services 
 
Patrice Herberholz, R.N., BA 
Never Shake a Baby Arizona 
 
Lisa Hulette 
Pima County Health Department 
 
Kris Kaemingk, Ph.D. 
Department of Pediatrics 
University of Arizona 
 
 

Lynn Kallis 
Pilot Parents of Southern Arizona 
 
Christie Kroger 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Joan Mendelson 
Private Attorney 
 
John Nagore 
Tucson Fire Department 
 
Brenda Neufeld, M.D. 
Indian Health Services 
 
Luana Pallanes 
Pima County Health Department 
 
Bruce Parks, M.D. 
Pima County Medical Examiner 
 
Cindy Porterfield, M.D. 
Pima County Medical Examiner’s Office  
 
Eric Peters 
Pima County Medical Examiner’s Office 
 
Carol Punske, M.S.W. 
Department of Economic Security 
Administration for Children, Youth and 
Families 
 
Audrey Rogers 
Pima County Health Department 
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PIMA COUNTY AND GREENLEE COUNTY 
REVIEW TEAM CONTINUED 
 
Captain Robert Torres 
Tucson Fire Department 
 
Christine Trueblood 
CODAC-Healthy Families 
 
Sergeant Carlos Valdez 
Tucson Police Department 

 
 
 
David Winston, M.D. 
Pima County Medical Examiner 
 
Donald Williams  
Indian Health Services 
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PINAL COUNTY CHILD FATALITY REVIEW TEAM 
 

Chairs 
David Roden 

Stanfield Elementary School District 
 

Coordinator 
JoAnne Pinto 

Against Abuse, Inc.  
 

Members 
 
Mary Allen 
Pinal County Health Department 
 
Larry Cusey 
Retired United States Navy 
 
Detective Amy DeLeon 
Casa Grande Police Department 
 
Erika Gomez 
Pinal County Health Department 
 
Andrea Kipp 
Pinal County Sheriff’s Office 
 
Mary Thomas 
Pinal County Health Department 
 
Angel Tuzzolino 
Department of Economic Security  
Administration for Children, Youth and Families 
 
Detective Gary Vance 
Coolidge Police Department 
 
Beverly White 
Department of Economic Security  
Administration for Children, Youth and Families 
 
Nicole Wilson 
Pinal County Health Department 
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SANTA CRUZ COUNTY CHILD FATALITY REVIEW TEAM 

 
Chair 

Oscar Rojas, M.D. 
 

Coordinator 
Clarisa German 

 
Members 
 
Sharon Calvert, Ph.D. 
Psychologist  
 
Martha Chase 
Santa Cruz County Attorney 
 
Sheriff Tony Estrada 
Santa Cruz County Sheriff Department 
 
Chief John Kissenger  
Nogales Police Department 
 
Bruce Parks, M.D.  
Santa Cruz County Medical Examiner 
 
Denise Pierson 
Domestic Violence Specialist 
 
Maria Pina, M.D. 
Pediatrician 
 
Mark Seeger 
Department of Economic Security  
Administration for Children, Youth and Families 
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YAVAPAI COUNTY CHILD FATALITY REVIEW TEAM 
 

Chair 
James Mick, M.D. 

 
Coordinator 

Rebecca Ruffner 
Prevent Child Abuse Arizona 

 
Members 
 
Chief David Curtis 
Central Yavapai Fire District 
 
Karen Gere 
Yavapai County Office of the Medical Examiner 
 
Sandra Halldorson 
Yavapai Community Health Services 
 
Michael James 
Court Appointed Special Advocate 
 
Dawn Kimsey 
Department of Economic Security  
Administration for Children, Youth and Families 
 
Dennis McGrane 
Yavapai County Attorney’s Office 
 
Kathleen McLaughlin 
Yavapai Family Advocacy Center 
 
LaRayne Ness 
Yavapai Regional Medical Center 
 
Sally Ohanesian 
Prescott Unified School District 
 
Nancy Russotti 
Family Resource Center Yavapai  
Regional Medical Center 
 
Kathy Swope 
Yavapai County Education Services Agency 
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YUMA COUNTY CHILD FATALITY REVIEW TEAM 
 

Chairs 
Patti Perry, M.D. 

Pediatric and Adolescent Medicine 
 

Gregory R. Warda, M.D. 
Yuma Regional Medical Center Nursery 

 
Coordinators 
Leslie DeSantis 

Mohave County Sheriff’s Office 
 

Diane Umphress 
Amberly’s Place 

 
Members 
 
Norma Alvarez 
Department of Economic Security 
Administration for Children, Youth, and Families 
 
Cynthia Koehler, M.D. 
Yuma County Medical Examiner 
 
Jim Miller 
SAFE KIDS 
Yuma County Health Department  
 
Alice Nelson  
Parent/Citizen 
 
Detective Christian Segura 
Yuma Police Department 
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To obtain further information, contact: 
Arizona Department of Health Services 

Public Health Prevention Services 
Bureau of Women’s and Children’s Health 

Office of Assessment and Evaluation 
Child Fatality Review Program 

150 North 18th Avenue, Suite 320 
Phoenix, AZ 85007 

Phone: (602) 364-1400 
Fax: (602) 164-1496 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information about the Arizona Child Fatality Review Program may be found on the 
Internet through the Arizona Department of Health Services at: 

http://www.azdhs.gov/phs/owch/cfr.htm 
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BUREAU OF WOMEN’S AND CHILDREN’S HEALTH 
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Phoenix, Arizona 85007 
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